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	June 4, 2026



Guidance for Patients with Federal Employee Health Benefits (FEHB) Plans
For Patients Impacted by FEHB Carrier Letter 2025-01b

What is happening?
As of 2026, Federal Employee Health Benefits (FEHB) plans no longer cover gender-affirming care, including medications and surgery. The Federal Office of Personnel Management, or OPM, instructed FEHB plans to create an exception process for members who are “mid-treatment,” to maintain continuity of care. 

The FEHB plans’ “mid-treatment” exception processes are unclear and confusing. As of the date of this guidance, some FEHB plans (like Aetna) have created and communicated a clear exception process for continuing gender-affirming care (specifically for Hormone Replacement Therapy or HRT), while other plans have not or are messaging conflicting information. 

Notably, even before the recent restriction on transgender healthcare, FEHB plans required prior authorization (PA) to be submitted before approving coverage for most gender-affirming surgeries, procedures, and medications. The PA process is required to show that the proposed care is medically necessary. The new exception process is supposed to show that the patient is “mid-treatment” and needs to continue receiving care. It is possible that some FEHB plans will require patients to go through one or both administrative processes: PA and/or exception request.  

What if I have a FEHB plan and need gender-affirming care in 2026?
Call your plan to ask about their specific exception form/process. Document every time you contact your plan. Write down the date you called, who you spoke with, the reference number for your call, and what they told you. If you are not getting clear information, ask to speak to a supervisor. 

Talk to your providers/surgeon about submitting a prior authorization (PA) and/or exception request for the procedures or medications you need. The sooner the PA and/or exception request is submitted, the sooner you get a coverage decision. Do not get discouraged if you receive a denial or if additional steps are needed. Be prepared for delays, conflicting information, and frustration in the process. 

How can I make sure I can fill my HRT?
Hormone Replacement Therapy (HRT) will likely require a PA and/or exception under FEHB plans, but this requirement may not be apparent until you try to fill your medications. When the pharmacy runs your insurance, they will receive a rejection and an alert that a PA or exception is needed. You or your pharmacy will need to communicate this to the prescribing provider, asking them to submit the PA and/or exception request to your FEHB plan.[footnoteRef:1]   [1:  Ask your pharmacist to run a “test fill” on your HRT. This should result in a “PA needed” prompt, which will allow you or your pharmacist to connect with your prescribing provider and ask them to submit a PA.  ] 


The PA process can take a few business days or longer if additional information is needed. It is also possible that the PA will need a provider appeal. This can cause further delays. Importantly, once the PA is approved you may still need to separately request an exception from your plan.  

How do I request a mid-treatment exception?

As of the date of this guidance, not all FEHB plans have published their exception processes. Some plans have issued documents outlining their policy for requesting and receiving mid-treatment exceptions for gender dysphoria, including Aetna,[footnoteRef:2] CareFirst,[footnoteRef:3] and Kaiser Permanente.[footnoteRef:4] You can search online to see if your plan has issued a policy by searching “[your insurance carrier] FEHB mid-treatment exception gender dysphoria”. Your plan brochure may also include instructions for how to request a mid-treatment exception, which can usually be found in Section 3 of the brochure. Examples of plans whose brochures contain instructions on how to request an exception include: the American Postal Workers Union (APWU), Aetna, Blue Cross Blue Shield, CareFirst, Compass Rose, Kaiser Permanente, and UnitedHealthcare.  [2:  https://www.aetnafeds.com/gender-affirming-care.php]  [3:  https://www.carefirst.com/fedhmo/attachments/fehbp-gender-dysphoria-faqs-cst7947.pdf]  [4:  https://choose.kaiserpermanente.org/content/dam/kp/secondsales/microsites/contents/pdf/fehb/2026/All%20Regions_Kaiser%20Permanente%20FEHB%20Gender%20Dysphoria%20Care%20Exception%20Process%20Flyer.pdf] 


As an example, the following steps are for Aetna patients seeking an exception for HRT. Your plan’s process may be different, so be sure to check your plan brochure and search online to see if your plan has released an exception process. 

1. Member fills out the exception form.[footnoteRef:5] If you need your provider’s NPI number, you can ask them or look it up online.[footnoteRef:6]  [5:  This is Aetna’s exception form: https://aetnafeds.com/pdf/forms/69762_12-25.pdf]  [6:  https://npiregistry.cms.hhs.gov/search] 

2. Member obtains the supporting medical documentation requested. Aetna requests:
a. “Office notes and medical records related to the member’s condition.” Only share medical records/information that relate to your gender dysphoria diagnosis and plan of care. 
i. Schedule an appointment with your provider to request a letter that documents your gender dysphoria, history of treatment, and plan of care. Submitting an individualized provider letter is more responsive to the exception request and avoids disclosing medical information that is irrelevant. 
b. “Proof sex-trait modification medication was filled in 2025 (medication history report.))” Ask your pharmacist to provide your HRT medication fill report for 2025. 
3. Member sends the form and supporting documents to the FEHB plan through the submission method specified. Keep a copy or clear photos of everything you send in. Submit your request in a way that can be tracked so you have proof of submission. 

My coverage is denied (PA or exception is denied); what are my options? 
Make sure your denial is in writing – ask for a copy from the plan. Know that you have options but be mindful of short deadlines. You may decide to pursue all these options at the same time or pick the ones that you feel comfortable with.  

1. File an administrative appeal with the FEHB plan (180 days from denial): When you file an appeal, the FEHB plan must reexamine the coverage request and all documentation associated with it. Schedule appointments with your providers (e.g. prescribing provider, behavioral health provider, surgeon) to request letters detailing “medical necessity” and that the “ongoing/pre-planned” nature of the care (i.e. that you are mid-treatment). Keep copies and track your submissions. 
a. See Appendix A, adapted from our Trans Health Insurance Tutorial, for more information on how to understand and appeal a denial. See Appendix B for an internal appeal template. 
2. File an EEO (Equal Employment Opportunity) complaint with OPM’s EEO office (within 45 days of the denial): Employment discrimination laws prohibit sex discrimination, including anti-trans discrimination and including in health insurance. Federal employees have a specific process and a very short deadline to initiate an employment discrimination complaint.[footnoteRef:7] Consult with an attorney for assistance and to address any questions or concerns, such as retaliation. [7:  More information is available on the Equal Employment Opportunity Commission’s website here: https://www.eeoc.gov/federal-sector/overview-federal-sector-eeo-complaint-process. ] 

3. For additional resources, see: Lambda Legal’s Help Desk[footnoteRef:8] and Human Rights Campaign’s Federal Employee Health Benefits Class Action FAQs.[footnoteRef:9] [8:  https://lambdalegal.org/helpdesk/]  [9:  https://www.hrc.org/fehb-class-action ] 


How can I get care while my appeal or exception request is pending? 
The exception request and/or appeal process may take several months. If you pay for care out-of-pocket, keep your receipts. You may be able to get reimbursed once your exception or appeal is approved. For HRT access, consider a pharmacy that has reduced self-pay cost (like Whitman-Walker Health pharmacies if you are in the DC area). 

Appendix A: Understanding and 
Appealing a Denial 
For Patients Impacted by FEHB Carrier Letter 2025-01b

Understanding a Denial

If you receive a denial for gender-affirming care through an FEHB plan in 2026, it may be a denial of a mid-treatment exception request, a denial on the basis of medical necessity, or both. This section will explain how to identify which of these is the source of your denial. 

Denial of a Mid-treatment Exception Request

If you receive a denial after you submit a mid-treatment exception request (see the instructions above), your denial may have occurred because your insurer has determined that you are not mid-treatment for your requested care. You can read the denial letter’s rationale for the denial to see if this is the case; the denial letter may reference an exception request in its explanation. 

The way to challenge these denials is to demonstrate in your appeal that you had already begun the course of treatment for your requested care in 2025, and are therefore “mid-treatment” within the course of care for the procedure you are seeking. You can do this by walking through the timeline of all the appointments, WPATH letters, treatments, and/or prior authorizations you have already gotten, and explain that these were part of the surgical and/or hormonal regimen for your procedure.

To learn more about how to appeal a denial for a mid-treatment exception request and to see a template for filing an internal appeal, see Appendix B below. 

A denial for a mid-treatment exception request is different from a medical necessity denial, discussed below:

Medical Necessity Denials

You can identify medical necessity denials because the denial letter will say the service was considered to be "not medically necessary" or that it was excluded under the "cosmetic" exclusion—or both. 
These are the types of denials that occur when the plan covers transgender-related care, and the insurance company applies its clinical criteria to determine if the services are medically necessary for you. Only, unfortunately, many of those clinical criteria don't actually give people a chance to have their care evaluated on an individualized basis. Many contain language deeming certain services, such as facial surgeries, voice surgeries, or breast augmentation to be automatically denied as "cosmetic." Age restrictions for people under 18 are also still common in these clinical criteria.
The way to challenge these denials is to demonstrate in the appeals process that (1) the service is medical necessity for you and (2) the service is recognized in general as a medically necessary treatment for gender dysphoria. If you are confident that the care was denied under plan exclusions for care that is "cosmetic" or "not medically necessary," and not due to the other types of exclusions described below, you can safely proceed with the appeals process.
You can find a Gender Affirming Surgery Appeal Template on our website that is designed for appeals of medical necessity denials. 

Internal Appeals

First-level internal appeals

In an internal appeal, the insurance company's own appeals department re-reviews your case to see if they made an error. You can find out how many appeals and what the deadlines are in your plan booklet. You should also receive a copy of the appeals procedure with your denial letter.
In most cases, the denial of a first-level internal appeal – also referred to as the decision to uphold a denial – is the "final adverse determination" that starts the clock for your OPM disputed claims process. Getting a "final adverse determination" is the trigger for the deadline for when you must file an external appeal with OPM, so it's important to be aware of that deadline even if your plan has an optional second-level internal appeal.
Appeal deadlines 
It is important to be aware of the deadline to appeal a denial. Check the deadlines for your plan because if you miss them, you may lose the opportunity to challenge a denial. The first-level appeal is typically due 180 days from when you receive the denial letter. The FEHB plan has 30 days to issue a decision for a service you haven't had yet and 60 days if you've already had the service. If the FEHB plan upholds the denial on appeal, you have 90 days to initiate the Disputed Claims process with OPM
And if you have already paid out of pocket, there are also deadlines to file a claim, so look in your plan booklet to find out how quickly you must submit your claim.
Appeals must be thorough
It’s important that your appeal is thorough and filed on time. Particularly if you've already paid out of pocket for surgery, you don't want to waste your appeals because you only have a certain number of them. By not doing the appeals process properly, you might be forfeiting your rights later on. For example, if you don't submit all of proper documentation during the appeals process, you might not be able to submit new information if you have to bring a lawsuit. Speaking with an advocate experienced in transgender appeals is the best way to make sure your appeal contains all the information necessary to be effective and preserve your rights if it does not succeed.
How to file an appeal
For most FEHB plans, you can initiate an appeal simply by calling on the phone. You generally do not want to do this. When you're calling the insurance company to ask about a denial, be careful that you don’t inadvertently initiate an appeal. If you initiate an appeal by phone, they may make a decision without you having provided any additional information. That’s like throwing away an appeal.
To file an internal appeal, you need to:
· Complete all forms required by your health insurer. Or you can write to your insurer with your name, claim number, and health insurance ID number.
· Submit any additional information that you want the insurer to consider, such as letters from your providers.

Our website has templates for appeals of mid-treatment exception request denials (see Appendix B) and for appeals of medical necessity denials. 
Provider-initiated appeals
If your health care provider offers to file the appeal for you, make sure that you have signed a form from the insurance company authorizing them to do so. If you do not designate your provider as an authorized representative, the appeal can be rejected and the decision will be delayed.
If your provider is willing to help with the appeal, that is helpful, but make sure you have done your research to understand the reason for the denial to determine what you need to demonstrate to the insurance company (see above). 

Disputed Claims Process with Office of Personnel Management (OPM)


If your FEHB plan upholds the denial of your claim after you file an appeal(s), you can request that OPM review the FEHB plan’s decision and determine whether it was correct. Typically, you have 90 days to request OPM review the decision from the date of the initial denial. This is the last step in the appeal process; there are no more appeals you can file after requesting OPM to review.

When your FEHB plan upholds their denial of your claim, information on how to request OPM review should be included in the denial letter.
You can also find this information in section 8 (“disputed claims process”) of your FEHB Plan brochure. You can also find relevant information on the FEHB website. We have included that information here for ease of reference, but please double check your denial letter and FEHB plan brochure to confirm deadlines and required steps.
Via the Section 8 of the FEHB brochure: 
If you do not agree with our decision, you may ask OPM to review it.
You must write to OPM within:
· 90-days after the date of our letter upholding our initial decision; or
· 120-days after you first wrote to us -- if we did not answer that request in some way within 30-days; or
· 120-days after we asked for additional information
Write to OPM at: United States Office of Personnel Management, Healthcare and Insurance, FEHB 3, 1900 E Street, NW, Washington, DC 20415-3630. 
Send OPM the following information:
· A statement about why you believe our decision was wrong, based on specific benefit provisions in this brochure;
· Copies of documents that support your claim, such as physicians' letters, operative reports, bills, medical records, and explanation of benefits (EOB) forms;
· Copies of all letters you sent to us about the claim;
· Copies of all letters we sent to you about the claim; and
· Your daytime phone number and the best time to call.
· Your email address, if you would like to receive OPM’s decision via email.  Please note that by providing your email address, you may receive OPM’s decision more quickly.
Note:  If you want OPM to review more than one claim, you must clearly identify which documents apply to which claim.
Note:  You are the only person who has a right to file a disputed claim with OPM. Parties acting as your representative, such as medical providers, must include a copy of your specific written consent with the review request.  However, for urgent care claims, a healthcare professional with knowledge of your medical condition may act as your authorized representative without your express consent.
If the original denial from the FEHB plan included a decision on whether the service was "medically necessary”" or otherwise involved medical judgment, OPM will consult with a healthcare professional who is supposed to have “appropriate training and experience in the field of medicine". The healthcare professional who reviews the appeals may or may not have expertise in gender dysphoria. In your appeal, you can request that the appeal be assigned to someone with experience with gender dysphoria. This does not always happen, and even when the case is assigned to someone experienced with gender dysphoria, sometimes the decisions to not always follow the WPATH Standards of Care.
New information can be submitted to OPM that was not included in the internal appeals. It's best to gather all of that information before requesting the OPM review the FEHB plan’s decision because once it has been submitted to the OPM, they have only a set amount of time to review the claim and they request that all additional information be submitted on a very short deadline.
OPM's decision is binding on you and the FEHB plan. If OPM rules in your favor, your FEHB plan will have to pay for your requested medical treatment. If OPM rules in favor of the FEHB plan, you may be able to file a lawsuit. If OPM upholds a denial of your mid-treatment exception process, you may wish to contact Lambda Legal’s Help Desk[footnoteRef:10] or Human Rights Campaign’s FEHB class action inbox.[footnoteRef:11] [10:  https://lambdalegal.org/helpdesk/]  [11:  https://www.hrc.org/fehb-class-action ] 

It is important to note that because OPM is the federal agency that issued the prohibition on transition related healthcare, OPM will be more likely to uphold the denial of your mid-treatment exception request.





Appendix B: FEHB Appeal Template
Instructions for using the 2026 FEHB Gender Affirming Care Appeal Template
 
Dear FEHB enrollee,
 
Thank you for using our online template to complete your health insurance appeal. 
To learn more about the health insurance appeal process, please visit our Trans Health Project webpage at: https://transequality.org/trans-health-project. 

Please note that this appeal template is for Federal Employee Health Benefits (FEHB) plan enrollees looking to appeal a denial of a mid-treatment exception request for gender-affirming care that was initiated in 2025. You must first request a mid-treatment exception according to the procedures outlined by your insurance carrier. To learn more about requesting an exception, please see our guidance for patients on FEHB plans at: https://transequality.org/resources/guidance-patients-federal-employee-health-benefit-fehb-plans-2026. If you are not an enrollee of an FEHB plan and are looking for our template to appeal a medical necessity denial for surgery, that template can be found here: https://transequality.org/trans-health-project/resources/gender-affirming-surgery-appeal-template
You are responsible for using this template to write your own appeal. THP cannot write, review, edit, or file the appeal on your behalf.
Furthermore, please take care to review any deadlines to file the appeal, and any subsequent appeal. It is your responsibility to file an appeal by the deadline.  If you do not file the appeal(s) by the deadline, your appeal rights may be forfeited and you may lose any further chance to appeal the health insurance plan’s decision to deny you care.
*Please note that the above is not legal advice and the use of this template does not create an attorney-client relationship between you and the Trans Health Project/A4TE*
 
Please read these instructions before attempting to use the template:
· Text highlighted in yellow should be replaced by information relevant to your own particular situation. 
· We have also included instructions & descriptions of the type of information you should be putting in each section, highlighted in green
· Please check that all text  highlighted in yellow & green  has been replaced/deleted before you send the appeal.
· You are free to add, edit, rearrange, or delete any portion of the appeal as you see fit.
· For the insurance company information header, please look at either your denial letter or your plan policy’s section on appealing denials. This is usually at the end of the policy. It should include an address and the name of the administrator that the appeal should be addressed to. 
· If the denial letter and your plan document give you different addresses, or you cannot find this information, please call your health plan. 
· Information for the member section should be found in your denial letter. You can get this information from your medical provider if you cannot find it.
 



Date
 
Sent via Fax/E-Mail/Mail
 
Insurance Company
Address One
Address Two
Fax/E-mail: Fax number or email address [call your plan to confirm this is the right number or email and call again after sending to confirm the plan received it]
RE: Appeal of Denied Claim/Second-Level Appeal Request/External Appeal Request
 
Member: 	Name
Customer ID: 	Member ID
Reference: 	Claim reference number
Provider: 	Provider Name
Procedures: 	CPT Codes Requested
Diagnosis:	Diagnosis code
DOS: 		Dates of Service
 
To Addressee: 
I am writing to initiate an internal appeal of Insurer’s denial of my mid-treatment exception request for Procedure Name to treat gender dysphoria. Insurer erred in denying the Procedure Name, as I was mid-treatment within a surgical and/or hormonal regimen for Procedure Name to treat diagnosed gender dysphoria. 
1. Facts and Procedural History
A. Treatment History 
This section is basically a history of your experience with gender dysphoria, what appointments and treatments you have already received, and how you have already initiated the process for getting care for your procedure prior to 2026. Include any information you have about appointments where you’ve discussed treatment for gender dysphoria, WPATH letters from providers, referrals for the procedure you are seeking, any treatments you have already undergone in preparation for the procedure you are currently seeking (e.g. electrolysis at the surgical site or hormone therapy), and scheduling emails for appointments in 2026. You can include dates that you talked to your provider(s), quotes, and/or refer to any notes from your provider. Include any documentation you have as exhibits at the end of the appeal; simply label each one in order (1, 2, 3… or A, B, C..) and attach to the end of your appeal letter.
After you talk about the document, add Ex. ABC or 123 to the sentence. Example: My Doctor prescribed X drug which did not help my gender dysphoria so Dr. X explained a procedure that would help my gender dysphoria go away. Ex. A.
B. Coverage History
In this section you will talk about the history of trying to get the procedure, medication, or service covered. You will need to include a detailed timeline of when the provider submitted the preauthorization (if there was one), your or your doctor’s communication with the insurance company, the date you got a denial, and the reason given for the denial. The denial itself should also be included as an exhibit. You should also include any prior authorizations or approved payments for treatments received in preparation for the procedure you are seeking, e.g. electrolysis at the surgical site or hormone therapy.
Note: Not everyone will do things in the same order. Please look at the dates on your documents and make sure to talk about everything in order by the date.
2. My Procedure Name qualifies for a mid-treatment exception under the terms of FEHB Program Carrier Letter 2025-01b because I began the surgical and/or hormonal regimen for Procedure Name prior to 2026. 
FEHB Program Carrier Letter 2025-01b requires that for Plan Year 2026, Federal Employees Health Benefits (FEHB) Program Carriers “must establish an exceptions process for coverage of excluded [gender transition] services for enrollees who are mid-treatment within a surgical and/or hormonal regimen for diagnosed gender dysphoria.” A “regimen” is more than a single procedure/medication—it is by definition “a systematic plan (as of diet, therapy, or medication) especially when designed to improve and maintain the health of a patient).” (https://www.merriam-webster.com/dictionary/regimen). Under this requirement, Insurer must provide a pathway for coverage of gender transition services that would otherwise be excluded when enrollees are mid-treatment within a surgical and/or hormonal regimen for diagnosed gender dysphoria.
The goal in this section is to explain why you are “mid-treatment” within the course of treatment for the procedure you are seeking. You can do this by walking through the timeline of all the appointments, WPATH letters, treatments, and/or prior authorizations you have already gotten, and explain that these were part of the surgical and/or hormonal regimen for your procedure. 
If your insurer’s clinical criteria for your procedure requires provider recommendation letters or other treatments in advance of your procedure, you can point to steps that you have taken to fulfill those requirements to show that you have begun the regimen/course of treatment for your procedure. You should also check if your insurer has published a mid-treatment exception policy for treatment of gender dysphoria, which you can find online by searching “[your insurance carrier] FEHB mid-treatment exception gender dysphoria”. If you fulfill the requirements of your insurer’s mid-treatment exception policy, you should reference the exception policy here and spell that out. Your provider’s plan document, or plan brochure, may also reference the exception policy, usually in section 3 of the plan brochure. If that is the case, you can cite that as well. To learn more about clinical criteria and plan brochures and how to find them, see this webpage: https://transequality.org/trans-health-project/trans-health-insurance-tutorial/understanding-your-plan.
I have been mid-treatment within the surgical and/or hormonal regimen for Procedure Name since before 2026 and thus qualify for a coverage exception under the terms of FEHB Program Carrier Letter 2025-01b [and the Insurer’s plan document and/or mid-treatment exception policy, if applicable].
3. Conclusion
Insurer’s denial of coverage of Procedure Name to treat gender dysphoria is incorrect, as I am mid-treatment within the surgical and/or hormonal regimen for Procedure Name. I began the surgical and/or hormonal regimen for Procedure Name prior to 2026 and thus meet the criteria for a mid-treatment exception for Procedure Name, as required under Carrier Letter 2025-01b [and provided for in the Insurer’s plan document and/or mid-treatment exception policy, if applicable].
Consequently, Insurer’s denial must be overturned, and Insurer must provide coverage of Procedure Name to treat gender dysphoria as required under the terms of Carrier Letter 2025-01b [and Insurer’s plan document and/or mid-treatment exception policy, if applicable].
 
Sincerely,
 
Signature block
 
Exhibits:
[Attach the following: any provider letters, consultation, and/or visit notes, denials or other information that you referenced as exhibits. You can then attach any information that you did not reference but feel they should look at when they review your denial. This can include excerpts from the medical or clinical policy, any extra correspondence about the denial from the insurance company. Finally, please check our website to see if we have a medical necessity literature review that you can attach as a final exhibit to support your appeal.]
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